INTRODUCTION
Acroangiodermatitis is an unsual angioproliferative disease related to chronic venous insufficiency, arteriovenous malformations or fistulas, paralyzed limbs, amputation stumps and thrombotic conditions.
1,2 It is generally characterized by purpuric macules, papules or plaques on the dorsum of the feet and the malleolus. It is considered a clinical and histological simulator of Kaposi's sarcoma (KS) and may present proliferation of endothelial cells, neoformation of thick-walled vessels, frequently in lobular arrangement and surrounded by pericytes in the dermis, extravasation of red blood cells, deposition of hemosiderin pigment, dermal fibrosis, small thrombi in the in the lumen of blood vessels and a superficial perivascular infiltrate with lymphocytes, histiocytes and occasional plasma cells. 1, 2, 3 Epidemic KS is the malignancy most commonly associated with acquired immunodeficiency syndrome (AIDS). It is usually aggressive and causes lesions in the skin and viscera, with variable progression. 4 It may occur as the first manifestation of AIDS, concomitantly with other manifestations or late in the course of disease. The clinical presentation of KS is highly variable, generally beginning with purplish or brownish, erythematous, asymptomatic macules that later evolve into papules, plaques, nodules or tumor lesions. 4, 5 Histopathologic distinction between acroangiodermatitis and Kaposi's sarcoma is often difficult due to the overlapping of histological changes depending on the clinical stage of lesions.
1 Immunohistochemistry is a valuable method to differentiate between these two entities: in acroangiodermatitis CD34 expression is noted only in endothelial cells, whereas in Kaposi's sarcoma it is identified both in endothelial cells and perivascular spindle cells (Figure 1 ). 1,2 By using the antibody against the latent nuclear antigen 1 (LNA-1) of human herpes virus 8 (HHV-8) it is possible to detect the presence of the virus in the tumor cellsespecially in the initial lesion -, and differentiate KS from its histological simulators.
6
The early diagnosis of clinical lesions that simulate KS can be a challenge to dermatologists who treat HIV seropositive patients. In this study, we present the case of a HIV seropositive patient with suspected early-stage KS. Immunohistochemistry of two of his lesions revealed immunonegativity for HHV-8 and CD34 immunopositivity restricted to endothelial cells.
CASE REPORT
A 41-year-old male patient newly diagnosed with coinfection of HIV-1, HIV-2 and hepatitis C virus and syphilis infection (VDRL 1:64 and reagent FTAABs) presented violaceous and brownish erythematous macules on the feet with 6 months of evolution. He denied comorbidities, as well as the use of medications and reported multiple sexual partners. The patient started antiretroviral therapy with tenofovir, lamivudine and efavirens indicated by immunodeficiency (CD4 cell count: 152; viral load: 68,800).
Dermatological examination revealed diffuse erythematous rash, herpes zoster scar in the left T10-T12 dermatomes, bilateral cracks in the labial commissure, condylomatous vegetation at the base of the tongue, cervical, axillary and inguinal micropolyadenomegaly, presence of a single, painless ulcer with elevated borders and clean base in the glans penis and molluscum contagiosum lesions at the base of the penis, as well as bilateral palmar erythema and violaceous macules on the right foot and brownish macules on the left foot (Figures 2, 3 and 4) .
Lumbar puncture was performed, and the result was: non-reactive VDRL; 100% mononuclear; 50mg% protein; 40 mg% glucose. The patient underwent upper digestive endoscopy and colonoscopy to determine the stage of disease. Both tests did not evidenced visceral KS. caliber, rounded vessels, covered by flattened endothelium in the papillary dermis ( Figure 5 ). Histopathological examination of the lesion on the right foot revealed: preserved epidermis showing proliferation of capillaries and "glomeruloid" venules with light ectasia (Figure 6 ). Immunohistochemistry revealed cells with the following immunostaining profile: immunopositivity for anti-CD34 antibody only in endothelial cells and immunonegativity for anti-HHV-8 antibody (Figures 7 and 8) . Histopathological findings of the two lesions indicate angiodermite de Favre et Chaix. Therefore, the association of the clinical data with the histological picture and negativity for HHV-8 favor the diagnosis of acroangiodermatitis.
An Bras

DISCUSSION
The skin is the organ most frequently affected in patients with human immunodeficiency virus (HIV) infection. The spectrum of mucocutaneous manifestations of HIV infection includes: infectious processes (viruses, fungi, bacteria, parasites), proliferative disorders related to the the disturbance of the immune system, neoplastic lesions, adverse reactions to antiretroviral therapy drugs (HAART) or other medications.
7 Some changes arise early in the onset of immunodeficiency or during immune reconstitution by HAART. Prevalence of skin problems during the course of infection may reach 95% and knowledge of these mucocutaneous manifestations is imperative to all dermatologists. viors continue to be the main responsible for this increase. 9 Many of the dermatological lesions in HIV seropositive patients only are found after careful examination and, in some cases, investigation of immunodeficiency should be mandatory. In our clinical practice, the overlapping of syphilis stages and molluscum contagiosum lesions in the genital region has been more frequently observed in HIV seropositive patients.
Because it makes possible to differentiate neoplastic lesions from their clinical and histological simulators at an early stage in HIV seropositive patients, immunohistochemistry has become a great ally to routine techniques. The distinction between Kaposi's sarcoma and acroangiodermatitis is particularly important, because the first is an AIDS-defining neoplasia that requires treatment in order to avoid its dissemination, whereas the latter (acroangiodermatitis) is a non-tumoral, angioproliferative disorder whose treatment goal is to relieve its symptoms.
The fact that no evident vascular disorder was found questions the diagnosis of acroangiodermatitis. However, negativity for HHV-8, acral location, histological picture of the lesion are features that indicate this diagnosis. q MAILING ADDRESS: Fred Bernardes Filho Rua Marquês de Caxias, 9, Sobrado, Centro. 24030-050. Niterói -RJ Brazil E-mail: f9filho@gmail.com 
